###### Strengths and limitations of this study

-   We collected data from a wide variety of respondents to ensure a cross-sectional representation of viewpoints.

-   Triangulation of the results from different categories of respondents and data collection methods increases the validity of our findings.

-   Most key informants were male, which might have led to biases in some of the perceptions elicited.

-   The venues for focus group discussions might have limited the freedom of expression for some participants.

Introduction {#s1}
============

Despite decades of implementing interventions to improve maternal health outcomes, complex and multifaceted barriers still impede progress to achieve set targets in many low-income and middle-income countries, particularly in sub-Saharan Africa (SSA).[@R1] This situation contributed significantly to the largely unachieved Millennium Development Goals 4 and 5 in the region.[@R2] Numerous barriers to obstetric care still exist in SSA, translating into huge coverage gaps, particularly for services that require regular contacts with the health system.[@R2] For instance, in 2016, the coverage of at least four antenatal care (ANC) visits in SSA was 52% compared with the global average of 60%, and that of delivery by a skilled birth attendant was about 50% compared with the global average of 78%.[@R3] These average statistics, however, mask stark inequities defined by region, wealth status and urban/rural place of residence.[@R2]

In the quest for practical solutions, several studies on incentive schemes targeting barriers to utilisation of maternal health services have shown positive results.[@R5] However, there is a need for context-sensitive approaches. As illustrations, a study in Kenya reported that some women who purchased service vouchers meant to cover direct healthcare costs did not use them because of high transport costs, which were not considered during the study design.[@R10] A recent study in South Sudan found that women continued to deliver at home despite the availability of free-of-charge delivery services in their county.[@R11]

Interventions designed with inputs from the beneficiary communities are more likely to succeed. Early dialogues involving beneficiary communities before and during the design and implementation of interventions may identify and prioritise the needs of the communities, explore and address potential barriers, and promote community engagement, which may generate a sense of ownership among the beneficiaries.[@R12]

Incentive schemes have become popular in Uganda, with promising results. A recent study has shown that offering Maama kits to pregnant women during facility delivery was associated with perceptions of affordable healthcare. However, logistical challenges and inconsistent implementation could undermine the desired outcomes of the intervention.[@R15] Another study has shown that maternal health vouchers have the potential to increase coverage of services through several pathways, such as strengthening public--private partnerships, which in turn can enhance referral networks and shorten distances to service points for potential users.[@R16]

Oyam district has almost 390 000 inhabitants[@R17] and is situated in a rural postconflict region in northern Uganda. The district has high levels of illiteracy, poverty and fertility, but a low family planning uptake. In 2016, 42% of women delivered in a health facility according to routine data, whereas the region-wide (Lango) contraceptive prevalence rate was 41% according to a household survey.[@R18] Most of its residents live more than 5 km away from a health facility. The health system is weak and relies on regular support from donors/partners to provide basic services. Moreover, the majority of the health facilities are health centre (HC) level 2 with limited capacity to provide maternity services.[@R19] Consequently, some residents have to travel long distances to access higher quality healthcare. Some pregnant women are compelled to use nearby health facilities that may be providing low-quality maternity services or to deliver at home without skilled care.[@R20]

Considering the barriers to accessing health services in Oyam District, in 2014, Doctors with Africa Collegio Universitario Aspiranti e Medici Missionari (CUAMM), hereafter referred to as CUAMM, implemented two demand-side incentive schemes---baby kits and transport vouchers---to improve the utilisation of institutional delivery services. A study on the effects of the interventions has been published.[@R23] The present study examines the perceptions of the community members and other stakeholders on those incentive schemes.

Materials and methods {#s2}
=====================

Design {#s2-1}
------

This qualitative study collected data using focus group discussions (FGDs) and key informant interviews (KIIs). FGDs were used to explore the general perceptions of community members whereas KIIs were used to gather in-depth information from other stakeholders and to triangulate some of the information gathered through FGDs. Data were analysed using qualitative content analysis approach, which is an efficient method to analyse a large volume of textual data, yielding a condensed and broad description of phenomenon inform of structured concepts or categories.[@R24] We report this study according to the consolidated criteria for reporting qualitative research.[@R25]

Setting {#s2-2}
-------

This study was conducted in four subcounties in Oyam district, where baby kit and transport voucher schemes were implemented by CUAMM. Details about the setting, the selection of the subcounties and the incentive schemes have been described elsewhere.[@R23] In brief, two subcounties with the lowest institutional delivery coverages in the district were purposively selected after consultations with local authorities. Community dialogues played a crucial role in the design, implementation and improvement of the interventions. The dialogues were open gatherings involving local community leaders, members of the village health teams (VHT), social workers, the research team, the project staff of CUAMM and other stakeholders. The meetings also availed an opportunity to provide feedback to the community on the interventions and to highlight the challenges that needed solutions from the community. The discussions yielded suggestions to improve the interventions, particularly the transport voucher system, and to phase out the baby kits.

Transport vouchers were given to pregnant women attending ANC and/or delivering in one of the study subcounties. The vouchers were meant to improve geographical accessibility to health facilities. In the second study subcounty, baby kits were offered to all pregnant women who delivered at the only health facility in that subcounty. The baby kits were meant to encourage facility delivery while easing the cost of newborn care. Each baby kit consisted of a plastic basin, a bar of soap, a polythene bag, 1/2 kg of sugar, and a piece of cotton cloth for wrapping the baby. Each voucher was valued at US\$ 4.[@R23] Two comparable subcounties were selected as controls.[@R23] Based on the findings, we extended the transport vouchers to the two control subcounties in 2016 for 3 more years, whereas, the baby kits were phased out. Thus, the interventions were ongoing at the time of this study.

Participants and sampling {#s2-3}
-------------------------

Participants of FGDs consisted of women who used maternal health services in 2015/2016 and their male partners. These participants were purposively selected through multiple approaches, including face-to-face invitations with the help of VHT members, phone calls and invitation letters. Participants of KIIs were identified through snow-balling and consisted of people considered to be knowledgeable about maternal health service delivery in the study subcounties or district. They included subcounty chiefs, midwives, health facility in-charges, a politician, VHT focal persons, and members of the district health management team (DHMT). There were no refusals or drop-outs during the study.

Data collection {#s2-4}
---------------

Data were collected in 2015/2016 using pretested and refined open-ended interview guides ([online supplementary file 1](#SP1){ref-type="supplementary-material"}) by a team of research assistants trained on how to facilitate FGDs. The FGD data collection team consisted of a moderator, a translator, a note-taker---all conversant with the local language and culture---and two of the investigators (WM and MN). The investigators supervised data collection and followed the discussions through the translator. WM and MN conducted all KIIs in English. For technical challenges, 8 out of 10 FGDs and 16 out of 18 interview sessions were audio recorded and field notes were taken for the rest. FGDs lasted 90--120 min while the KIIs lasted 30--40 min.[@R26] There were no repeat interviews. Data saturation was achieved when participants had nothing more to say on probes from the data collectors. We were unable to return transcripts to participants for comments due to logistical challenges.
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Data were collected at locations that were considered most convenient by the participants. As most participants of the FGDs were from distant villages, data were collected at HCs. Only one of the men's FGDs was conducted at a trading centre proposed by the participants. At the HCs, a room was allocated to the research team and the discussions and interviews were conducted behind closed doors. Since the venues were reserved for the exclusive use by the research team on the selected days, there were no interruptions from intruders including health facility staff. The FGD at the trading centre was also conducted in a venue that ensured privacy. Similarly, KIIs with facility in-charges, midwives, and VHT members were conducted at HCs. Other key informants were interviewed in their respective offices.

This study included 10 FGDs (5 for each gender) consisting of 114 participants, and 18 KIIs ([figure 1](#F1){ref-type="fig"}). Twelve of the key informants were male.

![The number of participants in focus group discussions and key informant interviews. DHMT, district health management team; FGDs, focus group discussions; HCs, health centres; HF, health facility; KIIs, key informant interviews; TC, trading centre; VHTs, village health teams.](bmjopen-2018-026851f01){#F1}

Data analysis {#s2-5}
-------------

All the audio-recorded interviews and FGDs were transcribed verbatim and translated into English, where applicable, by a professional translator. Field notes, all taken in English, were edited at the end of each day of data collection and typed into a Word document. The transcripts were then cross-checked with the field notes. Data were coded by two of the authors (WM and CW) using NVivo V.11 (QSR International, Melbourne, Australia). Qualitative content analysis approach suggested by Gläser and Laudel[@R27] was used. This approach, which is arguably more efficient and open than other alternatives,[@R27] involved reading through transcripts and field notes several times to identify emerging themes, setting up a list of the preidentified themes in NVivo, coding segments of the text that corresponded to the theme, and updating the list as new themes emerged during coding. Differences between the coders were resolved by consensus. After completing the coding process, segments of text under each theme were then summarised to provide an overview of the content relating to that specific theme. Related themes were categorised into broader themes. We performed triangulation of data sources and methods by comparing information from different sources (categories of respondents) and different data collection methods (KIIs and FGDs). We captured quotations from the participants to illustrate typical responses.

All participants provided written informed consent. For illiterate participants, this was done in the presence of a witness. Each participant received a transportation cost refund.

Patient and public involvement {#s2-6}
------------------------------

Patients and/or the public were not involved in setting the research questions and in the design and implementation of the study.

Results {#s3}
=======

[Table 1](#T1){ref-type="table"} displays the characteristics of study participants. Overall, 81% of the participants were aged 20--49 years; about half (50.8%) were male; 71.2% were married and 40% had no formal education. Most key informants were male (66.7%), with at least secondary education (83.3%) and civil servants (72.2%). On the other hand, slightly more than half (51.8%) of the participants for the FGDs were female; 46.5% had no formal education and 64% were farmers.

###### 

Characteristics of study participants, stratified by FGDs and KIIs

  ------------------------------------------------------------------
  Characteristics        FGDs\          KIIs\         Total\
                         n=114, n (%)   n=18, n (%)   n=132, n (%)
  ---------------------- -------------- ------------- --------------
  Gender                                              

   Male                  55 (48.2)      12 (66.7)     67 (50.8)

   Female                59 (51.8)      6 (33.3)      65 (49.2)

  Age category                                        

   \<20 years            20 (17.5)      0 (0)         20 (15.2)

   20--49 years          93 (81.6)      14 (77.8)     107 (81.0)

  50--60 years           1 (0.9)        4 (22.2)      5 (3.8)

  Education level                                     

   No formal education   53 (46.5)      0 (0)         53 (40.2)

   Primary               41 (36.0)      0 (0)         41 (31.0)

   Secondary             20 (17.5)      15 (83.3)     35 (26.5)

  Tertiary               0 (0)          3 (16.7)      3 (2.3)

  Marital status                                      

  Single                 9 (7.9)        3 (16.7)      12 (9.1)

   Married               80 (70.2)      14 (77.8)     94 (71.2)

   Divorced/separated    25 (21.9)      1 (5.5)       26 (19.7)

  Occupation                                          

   Unemployed            12 (10.5)      0 (0)         12 (9.1)

   Farmer                73 (64.0)      3 (16.7)      76 (57.6)

   Petty trader          25 (21.9)      2 (11.1)      27 (20.4)

  Civil servant          4 (3.5)        13 (72.2)     17 (12.9)
  ------------------------------------------------------------------

FGDs, focus group discussions; KIIs, key informant interviews.

This study exposed a range of issues regarding the perceptions of the community on the use of transport vouchers and baby kits to promote utilisation of maternal health services.We identified five broad themes: (1) context, (2) community support for the interventions, (3) health-seeking behaviours postintervention, (4) undesirable effects of the interventions and (5) implementation issues and lessons learnt. [table 2](#T2){ref-type="table"} summarises the main findings under each broad theme and minor theme.

###### 

A summary of perceptions towards incentives to promote institutional deliveries

  Coding tree                                                                      Key findings
  -------------------------------------------------------------------------------- ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
  1.0. Context                                                                     
  1.1. Geographical inaccessibility                                                Long distances to health facilities and remoteness of some villages. Lack of reliable means of transportation and high transportation costs.
  1.2. Poor quality and inadequate health services                                 HC IIs, which served a majority of the community members, were perceived to be providing poor quality and inadequate health services
  2.0. Community support for the interventions                                     
  2.1. Acceptability and impact of the interventions                               Incentives perceived to be reducing maternal and newborn deaths and improving health-seeking behaviours. Incentives also perceived to have reduced a financial burden on families, which prevented loss of household assets and household food insecurity. Interventions perceived to be helpful particularly to the most vulnerable and poor women.
  2.2. The need to scale up the incentive schemes                                  The interventions need to be scaled up to cover the entire district to achieve district-wide increased utilisation of maternal health services.
  2.3. Preferred intervention                                                      Transport vouchers preferred over baby kits. However, simultaneous implementation of the two interventions was necessary given the high level of poverty and barriers to access health services in the district.
  3.0. Health-seeking behaviours postintervention                                  
  3.1. Increased utilisation of maternal health services                           The interventions were perceived to have increased the number of ANC attendance and institutional deliveries. The transport voucher system facilitated efficient referral of women in need of emergency obstetric care to the HC IV and the hospital.
  3.2. Bypassing resident health facilities in favour of intervention facilities   The incentives encouraged some women in the neighbouring subcounties to by-pass health facilities in their own subcounties for services at HCs in the intervention subcounties.
  3.3. Home deliveries and changing roles of traditional birth attendants (TBAs)   Transport vouchers were perceived to have encouraged some TBAs to escort pregnant women to HCs thereby reducing the no of home deliveries.
  3.4. Men's involvements in maternal and newborn healthcare                       The incentives motivated men to transport their partners to health facilities for ANC and delivery and to participate in birth preparedness.
  3.5. Community health awareness                                                  Health information and education associated with the interventions increased the community's maternal health awareness.
  4.0. Perceived undesirable effects of incentives                                 
  4.1. Increased workload for health workers and beyond                            Increased utilisation of maternal health services led to an increased workload for health workers and transporters. Concerns over the sustainability of the workloads.
  4.2. Sustainability of the interventions                                         Concerns about the sustainability of the interventions beyond the project period.
  4.3. Encouraging 'increased fertility'                                           Interventions could encourage more births. Family planning messages not included in the interventions.
  4.4. Encouraging dependency                                                      Long-term use of the interventions could encourage dependency.
  5.0. Implementation issues and lessons learnt                                    
  5.1. Information gaps and consequences                                           Information gaps during the implementation of interventions leading to confusion, mistrust and discontent among users and transporters.
  5.2. Transport voucher design, implementation and payment issues                 Transport vouchers designed in English, yet most beneficiaries were illiterate. Uncooperative transporters who demanded immediate refunds instead of monthly refunds, delayed refunds, overcharging at night, double payments and the preferred costing method (negotiable price vs flat rate).
  5.3. Insecurity and effects on transport voucher system                          Refusal by some transporters to operate at night because of insecurity. Overcharging to 'compensate' for a perceived increased insecurity risk at night.
  5.4. Poor attitudes and poor quality of care                                     Poor attitudes of some health workers towards transporters and women and their partners. Some community leaders lost interest in the interventions because of unfriendly behaviours of some midwives.
  5.5. Shortage of baby kits                                                       Shortages of baby kits. Some women had to make repeat visits to the facility to collect their kits.
  5.6. Community suggestions for improvement                                       Community dialogues generated useful suggestions to address implementation challenges.

ANC, antenatal care; HC, health centre.

Context {#s3-1}
-------

Geographical inaccessibility, poor quality of health services and inadequate health facilities were perceived to be the major contextual issues affecting health service access in the district. Individuals living in remote and isolated areas had to walk long distances or use bicycles to reach health facilities. Lack of reliable means of transportation and unaffordable transportation costs exacerbated the problem of geographical inaccessibility.

> ...some villages are quite isolated, and the distance is very far away, and sometimes we don't have even a bicycle to send women to the health centres for help, for these reasons we feel that the interventions are extremely helpful. (Female FGD participant, HC II)
>
> Most pregnant women who come to deliver here come from places where it is not easy to access transport. (Male key informant, HC II)

Most of the communities were served by HC IIs, which were perceived to be providing poor quality and inadequate health services due to their limited service delivery capacity.

> Some sub-counties are remote with bigger populations, yet they get few health services. (Male FGD participant, HC III)
>
> Iceme sub-county is wide with a big population without proper health services. (Male FGD participant, HC II)

Community support for the interventions {#s3-2}
---------------------------------------

The incentive schemes were widely acceptable in the community. This was linked to their perceived positive impact and hence the desire to have them scaled-up to achieve a district-wide coverage. The schemes were perceived to be reducing maternal and newborn deaths and improving health-seeking behaviours (see below). They were also perceived to be helpful particularly to the most vulnerable and poor women, such as single mothers.

> I think it \[baby kit\] is very useful because it is helping us. Sometimes we do not have enough money to buy these things. Mothers are happy with the basin, soap and cloth to take care of their babies. (Female key informant, Ngai Sub-County)
>
> Single mothers will get help since the voucher facilitates delivery at the health facility. (Male FGD participant, HC II)

Besides improving maternal and newborn health, the interventions were perceived to be reducing a financial burden on families. The cost of transport to health facilities imposed a heavy financial burden on the residents leading to loss of household assets and precipitating household food insecurity, as households were forced to sell their belongings to carter for transportation costs. This mainly affected households that were poorer or located in remote and hard to reach areas.

> These \[the incentives\] are good initiatives because they save some household food and assets like chicken or goats from being sold during the period of labour and delivery. (Male FGD participant, HC II)

Owing to the prevailing barriers to utilisation of maternal health services in the district, participants felt that the interventions should be scaled up district wide, as illustrated below.

> We want to have a district-wide coverage, which can also be recognisable at the national level, not just in Ngai sub-County. Because by scaling up to other sub-counties, it will be very easy to increase delivery in the facilities, so even the district coverage will go up. (Male key informant, HC III)
>
> For us, we move around the district \[for trade\] and when we are in \[labour\]pain, maybe we are in a different sub-county, so we prefer the whole district. (Female FGD participant, HC III)

Although most of the respondents, particularly women, preferred transport vouchers over baby kits, due to poverty and the geographical inaccessibility to health facilities, simultaneous use of the two interventions was perceived to be necessary to improve the utilisation of maternal health services.

> The vouchers are very helpful to us, and with baby kits, we don't have to buy the equipment. So, we need the two schemes. (Female FGD participant, HC III)

Health-seeking behaviours postintervention {#s3-3}
------------------------------------------

The interventions were perceived to have increased the use of ANC and institutional delivery services, promoted 'bypassing' of resident health facilities in favour of intervention facilities, facilitated positive collaborations between some traditional birth attendants (TBAs) and HCs, encouraged men's involvement in maternal and newborn healthcare services, and improved community health awareness. Views regarding increased health services utilisation were expressed mainly by key informants, some of them with access to routine data.

> Since the beginning of the implementation of the baby kits scheme in the facility, the number of deliveries per month has fast increased. Some of these mothers come just for ANC, but while here, they become aware that they are in labour. Moreover, some of them come without anything, so the presence of the baby kits in the facility helps them a lot. In addition, it encourages them to come to deliver here in the unit. (Male key informant, HC III)

The increased utilisation of maternal health services in the study subcounties might have resulted from the incentives themselves and from the community mobilisation that was associated with the implementation of the incentive schemes.

> We have seen a real increase in the utilisation of ANC and deliveries in these facilities. Even the advocacy within the community using the VHTs, the midwives, and the peer mothers themselves has increased, so it has created awareness and knowledge that facility deliveries are best and attending antenatal care is good. (Male key informant, Member of DHMT)

The transport voucher system was perceived to have increased referrals by facilitating the transport of women to the nearest health facilities or to the referral centres for the management of pregnancy and labour-related complications.

> The transport voucher is good for immediate transportation and management of pregnancy-related complications. (Male FGD participant, HC II)
>
> In the past, they had problems to go to Anyeke HC IV, but now the coupon \[transport voucher\] is also helping them a lot with the referral system. (Female key informant, District Local Government)

The incentives were perceived to have encouraged some women in the neighbouring subcounties to by-pass health facilities in their resident subcounties for services at HCs in the intervention subcounties.

> ...we have mothers coming from the neighbouring sub-counties, like Abok. You also find someone coming from Abok leaving the HCs there and coming to Ngai here thinking she will go back with something. Maybe you could do it in all the sub-counties so that they can deliver also from there because most of them come here because of the baby kits. (Female key informant, HC III)
>
> We know some mothers who travel from other sub-counties to come here \[Acaba sub- county\] because of the vouchers. If they also have the vouchers there, it will be better. (Female FGD participant, HC II)

The voucher system was perceived to have promoted positive collaboration between some TBAs and HCs resulting in a reduction in home deliveries. Following dialogues with some community leaders and health workers, some TBAs were happy to receive incentives and in return refer and escort pregnant women to HCs for childbirth instead of assisting them to deliver at home.

> With this programme, even some TBAs are escorting pregnant mothers to the health centre. (Female FGD participant, HC II)

Transport vouchers motivated men to transport or escort their wives to health facilities for ANC and delivery, and to participate in birth preparedness.

> The voucher system has encouraged husbands to transport their wives to the nearest HCs for ANC and delivery.' (Male FGD participant, Abere Trading Centre)
>
> They \[interventions\] motivate couples from the period of conception to delivery to actively seek health services. (Male FGD participant, HC II)

Health information and education messages associated with the baby kits and transport voucher schemes sensitised the communities and improved community health awareness beyond improving the use of facility delivery services.

> ...the educative message they receive from there \[HCs\] will make them understand the importance of bringing mothers to the health facility. It is mainly important for men. Secondly, they spread the message about what they received to the community. (Male key informant, Myene Sub-County)

Perceived undesirable effects of the incentives {#s3-4}
-----------------------------------------------

Perceived undesirable effects of the schemes included increased workload for health workers and beyond, sustainability of the interventions, encouraging 'increased fertility', and encouraging dependency. Unlike the other views, these views were expressed exclusively by key informants. The interventions were perceived to have increased utilisation of maternal health services as well as the workload of transporters and health workers. Whereas this was a good effect for transporters, it was perceived to have led to overwork and stress among health workers. To cope with the situation, it was suggested that the number of staff working in the facilities implementing the interventions should be increased.

> We need an additional midwife and regular supplies to meet the workload. (Female key informant, HC II)
>
> In terms of human resources, the \[number of\] health staff is not enough; it makes an overwork. The workload has increased, giving stress. The midwives in those health facilities are working alone, and current workloads are not sustainable. (Male key informant, Member of DHMT)

There were concerns about the sustainability of the interventions and their effects beyond the funding period.

> The biggest challenge for me is the issue of sustainability. We are dealing with vulnerable and poor people, and we are giving it like a handout; so, the greatest challenge is the issue of sustainability. When the programme stops, are we able to sustain it? (Male key informant, Member of DHMT)
>
> The bad part is the sustainability because when people are used to certain things, when they are used to gifts, you need to maintain it. (Male key informant, HC III)

Considering the low family planning uptake and the high fertility rate in the district, some leaders were concerned that the interventions could increase fertility.

> You know how much we have advocated for family planning, but it is still the second-lowest activity in the district, so the rate of reproduction is too high. (Female key informant, District Local Government)
>
> ...the family planning messages are not included in the intervention because sometime this intervention could be a motivating factor to produce more children. (Male key informant, Loro Sub-County)

Although the interventions were considered useful in the short term, there were concerns that long-term implementation would encourage dependency in the community.

> It is a useful system, but if the initiative continues the community will become too much dependent on NGOs. I think it should be stopped after some time because it will encourage dependency among our community. (Male key informant, Myene Sub-County)

Improving the socioeconomic status of the community, for example, by setting up income generating activities for women, was a potential solution to dependency.

> I think that after delivering, women should be encouraged to have another source of income to take care of the baby so that in caseincentives will not be there, they will be able to go to the facility even without vouchers. (Male key informant, Loro Sub-County)

Implementation issues and lessons learnt {#s3-5}
----------------------------------------

Several issues emerged with the implementation of the interventions. They included: information gaps and consequences, transport voucher design, implementation and payment, poor attitudes and poor quality of care, insecurity and its effects on transport voucher system and shortage of baby kits. The community suggested ways to improve the implementation of the schemes.

Information gaps, mainly at the start of the interventions, led to undesirable consequences such as confusion, mistrust and discontent, principally related to payment of the transporters.

> Two transporters of Akaoidebe village were not paid for two times after transporting pregnant mothers to deliver at Ngai HC. One of the transporters was told the money was only paid to transporters who use motorbikes to transport mothers, not bicycles, and the other transporter was told that he delayed and so the organisation took back the money. All major complains are on staff attitudes: bad language and refusal to pay money. (Male FGD participant, Abere Trading Centre)
>
> The staff concerned with the payment of the vouchers are reluctant to pay the transporters even after the time expected has passed. (Male FGD participant, HC III)

The implementation of the transport voucher system was associated with several issues, primarily about the amount of money to be paid and the timing of refunds. The vouchers were designed in English, but most beneficiaries could not read English. Some transporters were uncooperative and demanded immediate refunds instead of monthly refunds according to the voucher system guidelines. Other issues included delayed voucher refunds, overcharging at night, double payments and the preferred method to determine the cost (ie, a negotiable amount vs a flat amount).

> From my experience with the local community, the main challenge that we are facing is the management of the money for the refund. Some men who transport patients \[pregnant women and mothers\] here ask for money immediately even before we have seen the patient, or they ask for money while you are working with other patients, and they do not like to wait. (Male key informant, HC II)
>
> Sometimes the transporters are paid twice due to lack of awareness. Some boda bodas ask mothers to pay for fuel to be transported to the health unit and later sign for the voucher refund at the HC. (Male FGD participant, HC II)

Inadequate sensitisation, miscommunication and poor health worker attitudes often resulted in poor quality of care.

> Some women fear to attend ANC and delivery at the facility because of the aggressive character and unwelcome attitudes of some midwives. The issues with the voucher system have been abandoned by some community members because of the bad attitudes and language used against men and women by the health workers. (Male FGD participant, Abere Trade Centre)
>
> Staff, especially health centre midwives should be trained on how to handle mothers and transporters because there are complaints of harsh treatment. (Male FGD participant, HC III)

Some transporters refused to operate at night because of insecurity. Alternatively, the transporter would overcharge women to 'compensate' for the perceived increased insecurity risk at night.

> Some boda bodas don't like to come to our villages in the night because they are afraid of robbers. (Female FGD participant, HC II)
>
> Transporters overcharge mothers, especially at night, when labour occurs. (Male FGD participant, HC III)

Increased facility deliveries led to shortages of baby kits and some women had to make repeat visits to the facility to collect their kits.

> For the challenges, let me start from the baby kits. The rate of reproduction is too high, so the demand is still too high, and those things are there, but you find it is not enough. (Female key informant, District Local Government)
>
> Sometimes the midwives tell us that the kits are finished so we have to come and collect them when they bring more. (Female FGD participant, HC III)

Community dialogues provided platforms for open discussions to address implementation challenges such as information gaps, regulation, selection of transporters and adherence to the voucher system guidelines, voucher refund and personal conduct.

> A copy \[records\] of the baby kits supplied should be available to the sub-county to guarantee easy monitoring and supervision. (Male key informant, Ngai Sub-County)
>
> There should be a clear separation between mothers who pay their transporters immediately and those unable to pay immediately. Mothers who negotiate and pay their transporters before reaching the health facility should later sign for the transport refund to avoid double payment. (Male FGD participant, Abere Trade Centre)
>
> A copy of the voucher given to the person escorting the mother should be translated into Luo \[Lango\] language for easy and better understanding. (Male FGD participant, Abere Trading Centre)

Discussion {#s4}
==========

We examined community perceptions on the use of baby kits and transport vouchers to improve the utilisation of facility-based delivery services in Oyam district. Generally, participants perceived the interventions to be improving the utilisation of maternal health services through addressing major barriers such as geographical inaccessibility to health facilities and delays in transferring obstetric emergencies from the lower level health facilities to the higher levels of care.

Distance to health facilities is known to be inversely associated with the utilisation of skilled birth care in SSA.[@R28] Given the high poverty levels in the district, the cost of transport frequently emerged as a barrier to accessing health services. This is consistent with what has been reported in a recent review on barriers to obstetric care access in SSA.[@R29] In many rural settings, considerable delays in reaching health facilities have resulted in avoidable maternal deaths.[@R28] The schemes were also seen to be very helpful to the most vulnerable and disadvantaged groups such as single mothers.[@R30] These findings are consistent with those of the quantitative study that evaluated the effects of the incentives.[@R23] Notwithstanding, this study provides further insights into the pathways through which the interventions helped to achieve the effects that is, through changing the role of TBAs, the involvement of men in maternal health issues, and community involvements in the interventions. We also elaborate on the community concerns related to the perceived negative impacts of the interventions.

The voucher system promoted unexpected collaborations between some TBAs and formal health workers. The TBAs who referred and escorted pregnant women to deliver at the health facilities implementing the voucher system were recognised as 'transporters' and received voucher refunds. This collaboration might have contributed to reduced home deliveries. Studies show that TBAs can change their role from attending to home births to promoting institutional childbirth if given the right incentives, training and a conducive working environment.[@R11] Thus, there is a great potential to achieve higher utilisation of maternal health services in this context through the appropriate involvement of TBAs.

Community health awareness of maternal health issues was perceived to have improved during the implementation of the incentive schemes. The implementation of the incentive schemes was associated with community sensitisation and mobilisation using diverse strategies, individuals and community structures. These included community dialogues, local radio broadcasts, health facilities and health workers, VHT members, transporters and peer mothers. In both the FGDs and KIIs, respondents said that there had been behavioural changes such as men escorting their wives to the HCs for antenatal and delivery services, which was uncommon before the interventions. Thus, the various forms of community involvements may explain the perceived improvements in maternal health awareness and perceived behavioural changes over a relatively short period.

By improving the utilisation of maternal health services, the interventions also increased workloads for transporters, health workers, social workers and VHT members. Even though transporters experienced an increased workload, which translated into more economic gains, some villages had a shortage of transporters, especially at night. Among health workers, midwives were the most affected, as no additional staffs were recruited during the project. In line with our findings, a review has pointed out that demand-side incentive schemes can improve the utilisation of maternal healthcare services but there is a need to simultaneously strengthen the supply side to achieve the desired outcomes.[@R5]

Given the concerns of some community leaders regarding sustainability of the interventions beyond the funded period, CUAMM (the implementing non-governmental organisation (NGO)) initiated dialogues with the district local government, health authorities and community leaders to explore ways of mitigating some of the potential untoward effects of the interventions.[@R14] Furthermore, the organisation commissioned a study to investigate the feasibility of setting up a community health insurance scheme that could support the transport voucher scheme in the district.[@R35]

Oyam district has high poverty and fertility levels with low uptake of family planning services. Consequently, some key informants were concerned that the interventions could increase fertility. A survey conducted in conflict-affected areas of Sudan, Northern Uganda and the Democratic Republic of Congo found low knowledge and use of family planning services. Major barriers to family planning use included health system inadequacies, fear of side effects of the methods and insecurity. As a postconflict setting with high maternal, newborn and child deaths,[@R19] the desire for large family sizes in Oyam is understandable. Therefore, improving maternal and child survival can sustain the demand for family planning services in the district.[@R36] Although, the incentive schemes were not vertical interventions that needed separate family planning promotion, concerted efforts to strengthen family planning services across the district may resolve the low uptake of family planning services.

There were also concerns that long-term implementation of the interventions could encourage dependency in the communities. In 2013, the district reported a maternal mortality ratio of 500/100 000 live births, which was one of the highest in the country. Moreover, the district is under-resourced and depends regularly on donors to provide basic services.[@R19] Therefore, donor-supported interventions such as the incentive schemes, which may improve utilisation of maternal health services and reduce maternal and newborn deaths may continue to be a 'necessary evil' until such a time when the district can afford to provide adequate services to improve its health indicators.

Community dialogues were crucial in dealing with a wide range of issues related to the implementation of the schemes. Information gaps led to inadequate sensitisation and miscommunication while poor attitudes of some health workers resulted in a poor quality of care. Of all these concerns, poor health worker attitudes were the most lamented about. Studies show that fear of being maltreated by health workers constitutes a barrier to using facility delivery services.[@R24] In some communities, health workers were perceived as obstacles to the smooth implementation of the incentive schemes. Hence, it may not be surprising that some community leaders lost interest in the interventions out of frustration.

Nonetheless, as community involvement gradually strengthened, it encouraged ownership and resulted in communities taking on more direct roles in the regulation and implementation of the voucher system, as has also happened elsewhere.[@R12] For example, some villages selected and registered their transporters who were willing to operate within the existing transport voucher guidelines. Because transporters played a central role in the voucher system, many of the implementation issues revolved around them. Hence, having the communities regulating their transporters was a vital achievement that addressed several key issues in operating the voucher system. Community dialogues also provided suggestions to improve the design of the transport voucher system and to phase out baby kits and replace them with vouchers, which were found to be more useful and less costly.

Strengths and limitations {#s4-1}
-------------------------

The FGDs and KIIs engaged different categories of study participants and collected a wide range of perceptions to ensure a cross-sectional representation of viewpoints. Triangulation of the results from different categories of respondents and data collection methods and the use of two coders to analyse the data increases the validity and reliability of our findings. FGDs were conducted mainly in HCs, which might have restricted the freedom of expression. To mitigate this problem, all the discussions were performed in a quiet and closed room in the absence of any health facility staff. Participants were assured of confidentiality and were encouraged to freely express themselves without fear of victimisation or future prejudice. Despite these precautionary measures, it is possible that some of the participants might have been reluctant to voice negative aspects of the intervention as staff members of the NGO that implemented the intervention and funded the study, carried out the data collection while the intervention was ongoing. In addition, some information might have been lost during note taking for the few FGD and KII sessions that were not audio recorded.

Even though we made efforts to achieve a gender-balanced representation for the KIIs, this was not possible as most key informants were male. Additionally, even though there were more female participants than males in the FGDs, analysis of the viewpoints that we captured show male dominance. This observation may be reflective of the largely male-dominated society where the study was conducted. This situation might have led to potential biases in some of the perceptions elicited. Furthermore, increasing the utilisation of health services in a health resource-limited setting such as Oyam may not necessarily lead to improved maternal and newborn health outcomes, particularly if the quality of care is substandard.[@R41] Finally, this study could have benefited from the views of TBAs concerning the influence of the schemes on their roles. Information on their changed role emerged mainly from mothers and key informants.

Conclusions {#s5}
===========

This study provides further insights into the implementation of incentive schemes to improve maternal health services utilisation in Uganda. For a successful implementation of similar interventions, we recommend the active involvement of the beneficiary communities and stakeholders throughout the design and implementation of the schemes. Moreover, working with beneficiaries and stakeholders can mitigate potentially undesirable effects of such schemes. The findings of this study are relevant for planning and implementing similar schemes in low-income countries.
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